Immunophoresis was abnormal, showing the presence of an M component kappa monoclonal gammopathy composed of IgM to a titre of 1960 mg/100 ml (upper limit of normal 170). IgG was also elevated to 1870 mg/100 ml. Midstream urine, blood urea, serum cholesterol, serum triglycerides, lipoprotein electrophoresis, skeletal survey and bone marrow were all normal. There were no cryoglobulins and no light chains were detected in the urine.
Comment
A search of the literature reveals 38 reported cases of generalized plane xanthomata (Bornie 1963 , Lynch & Winkelmann 1966 , Feiwel 1968 , Moschella 1970 , Kodama et al. 1972 . Of these, 12 had no associated disease at the time of reporting, 15 were associated with myelomatosis either IgG or IgA, 6 with other dysproteinamias (e.g. cryoglobulinaemia), 4 with leukemia and one with histiocytosis X. This is the first recorded case of generalized plane xanthomata associated with macroglobulinemia. There is no way of predicting whether this macroglobulin heralds malignancy but certain facts emerge from analysis of those 15 patients with myelomatosis so far recorded. Age of onset varied from 47 to 74 years of age, which is normal for this disease; but there were 9 male to 6 female patients, whereas the sex incidence in myeloma is normally equal. Thirteen patients developed xanthomata before the myelomatosis became evident, at intervals ranging from six months to eighteen years. High serum cholesterol, either alone or with high serum triglyceride was found in 10 patients; the remaining 5 were normolipemic.
There are few data on the survival of these patients; of the 7 who died, 5 died from recurrent chest infection within six years of the myeloma being discovered and two died from acute myocardial infarction. Our patient has had macroglobulinemia for five years to our knowledge but remains symptomatically well and is receiving no therapy.
Treatment is not indicated until the macroglobulinemia shows signs of malignancy, e.g. hemorrhage or hyperviscosity syndrome. The reports mentioned above suggest that this may not occur for some considerable time, if at all. Dr M Feiwel: The concept of generalized plane xanthoma and association with dysproteinwmias has evolved from cases shown to this Section by Borrie (1958) , Marten (1962) and McKenzie (1964) , and from parlers by the Mayo Clinic workers (Lynch & Winkelmann 1966) . Winkelmann holds that the xanthomatous infiltrate is an accompaniment occasionally to be expected in disorders of reticuloendothelial origin. On the other hand, its occurrence with paraproteinmmias suggests possible influence of immunoglobulins acting as autoantibodies to induce xanthomatosis (Feiwel 1968 , Kodama et al. 1972 A S, woman aged 26 History: Three years ago she was found to have severe hypertension, which proved very difficult to control. Nine months ago the hypertension was stabilized after a course of intravenous diazoxide and she was then maintained on oral diazoxide 150 mg q.d.s. She is now also on frusemide, tolbutamide, propranolol and bethanidine.
After taking oral diazoxide for three months, she noticed increasing hairiness of face and arms.
Shortly after this she developed an acute eruption on face and chest, which has persisted.
On examination: Diffuse, fine, silky-yellow, lanugo-type hypertrichosis on face, neck and forearms. Lichenoid, slightly scaly papules on face, follicular lesions on chest (Figs 1 and 2) . 
